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The detection of primary sites was 33.3% higher with SRS than with conventional methods (71.4% versus 38.1%; p=0.039). The primary lesions were detected by SRS in 15 (71.4%) of the 21 patients. Octreoscan scintigraphy failed to detect primary tumours in 6 patients (28.6%), 4 with known lesions (stomach, duodenum, appendix, caecum) and 2 under investigation (appendix, small intestine). The 6 lesions (<1 cm) that were not visualised after injection of 111-Inpentetreotide were detected by endoscopy (3) or surgery (3) and diagnosed by histology. Only one of the 6 lesions was visualised by conventional imaging methods.
The positive detection rates in metastatic sites were similar for SRS and conventional imaging methods, 48.4% and 51.6% respectively, (p>0.05).
In the 19 patients with metastatic disease, SRS detected metastatic lesions in 15 cases (78.9%). However, it failed to visualise metastatic sites in 4 patients (21.1%), all in the liver, which were subsequently detected by ultrasonography and CT scans.
Conventional imaging visualised metastases in 16 (84.2%) patients with a detection rate 5.3% higher than that for SRS.
In the case of primary sites, the rate of false-negative results was 28.57% for both known and suspected carcinoids with SRS. With conventional imaging methods, the rate was 71.42% for known carcinoids and 42.85% for suspected carcinoids.
In the case of metastatic sites, the rate of false-negative results was 16.66% for known carcinoids and 0% for suspected carcinoids with SRS. With conventional imaging methods, the rate was 4.16% for known carcinoids and 28.6% for suspected carcinoids.
When diagnostic strategies were combined, the sensitivity was:
88.75% for chest X-ray/upper abdominal CT scan/SRS, 88.75% for chest CT scan/upper abdominal CT scan/SRS, 82% for chest X-ray/upper abdominal ultrasonography/SRS, and 82% for chest CT scan/upper abdominal ultrasonography/SRS.
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Clinical conclusions
The effectiveness analysis showed that SRS was a very sensitive method for the detection of primary and metastatic gastroenteropancreatic carcinoids, but was less sensitive than ultrasound and CT in the detection of liver metastases. High detection rates were observed when diagnostic tools were combined.
Measure of benefits used in the economic analysis
The health outcomes were left disaggregated and no summary benefit measure was used in the economic evaluation. In effect, a cost-consequences analysis was carried out.
Direct costs
The perspective adopted in the study was unclear. The economic evaluation included the costs of the diagnostic procedures. Personnel costs were calculated as the cost of a working hour for each person (physician, technician, nurse, or assistant personnel). The cost of materials covered radiographs, injection systems, contrast liquids and kit material. Equipment cost was calculated in working hours. Housing and overhead costs were based on the number of square metres required to investigate a patient, including the cost of furniture, cleaning, telephone and the services of various overhead departments. While the unit costs were reported, the quantities of resources used were unclear (a single procedure was assumed for each diagnostic tool). Resource use was estimated on the basis of a sample of patients included in the clinical study. The costs were estimated from a database of health care cost elements in Greece and from actual prices of Octreoscan and contrast materials. Discounting was not relevant because of the short timeframe of the analysis. The price year was not reported, although some costs (i.e. equipment costs) were assessed in 2000.
Statistical analysis of costs
The costs were treated deterministically.
Indirect Costs
The indirect costs were not considered in the economic evaluation.
Currency
Euros (Euro).
Sensitivity analysis
Sensitivity analyses were not performed.
Estimated benefits used in the economic analysis
See the 'Effectiveness Results' section.
Cost results
The cost analysis was restricted to four combinations of diagnostic procedures which were the most sensitive among all considered in the clinical study.
The estimated costs were: 
Synthesis of costs and benefits
A synthesis of the costs and benefits was not relevant since a cost-consequences analysis was performed.
Authors' conclusions
Somatostatin receptor scintigraphy (SRS) provided more relevant information than conventional imaging for the diagnostic management of gastroenteropancreatic carcinoid tumours. Thus, the optimal strategy was a combination of SRS and conventional imaging modalities such as chest X-ray/upper abdominal computed tomography (CT) scan or chest CT scan/upper abdominal CT scan.
CRD COMMENTARY -Selection of comparators
The selection of the comparators was appropriate as a series of combined diagnostic tools, which reflected actual patterns of care in the authors' institution, was considered. Magnetic resonance, another potentially useful diagnostic approach, was not considered because it was not commonly used. You should decide whether they are valid comparators in your own setting.
Validity of estimate of measure of effectiveness
The effectiveness analysis was based on a diagnostic study. This was appropriate for the study question since the same group of patients underwent all diagnostic assessments. Thus, no external comparison group was needed, which limits the potential impact of selection bias. However, the sequence of tests was not described. Further, it was unclear whether some assessment bias could have affected the results of the analysis because details on the investigators evaluating the results of the interventions (i.e. number, blinding and expertise) were not reported. A relatively small sample of patients was enrolled in the study, but no statistical justification for the sample size was provided. The evidence came from a single centre, which might limit how representative the patient sample was. These issues might reduce the internal validity of the study.
Validity of estimate of measure of benefit
No summary benefit measure was used in the analysis because a cost-consequences analysis was conducted. Please refer to the comments in the 'Validity of estimate of measure of effectiveness' field (above).
Validity of estimate of costs
The cost analysis was restricted to those health services strictly related to the use of the diagnostic procedures. The costs associated with the subsequent treatment of patients were not considered. A detailed breakdown of the cost items was provided, but the unit costs were presented only as macro-categories. Similarly, limited information on resource consumption was provided. This limits the possibility of replicating the analysis in other settings. The source of the data was reported, but few details were provided. Thus, it was unclear whether the costs reflected charges, reimbursement rates, or actual prices. The price year was not reported, which makes reflation exercises in other time periods difficult. The cost estimates were specific to the study setting and were not varied in the sensitivity analysis.
